Upper Gastrointestinal Hemorrhage as an Unexpected Feature of Hepatocellular Carcinoma  by Coelho, Rosa et al.
GI
U
F
U
H
R
P
a
b
R
A
1
T
a
p
c
c
t
h
2
CE Port J Gastroenterol. 2015;22(4):172--174
www.elsevier.pt/ge
MAGES IN GASTROENTEROLOGY AND HEPATOLOGY
pper  Gastrointestinal  Hemorrhage  as an Unexpected
eature of Hepatocellular  Carcinoma
m  Achado  Inesperado  em  Doente  com  Carcinoma  Hepatocelular  com
emorragia  Digestiva  Alta
osa Coelhoa,∗, Branca Orfãoa, João Santos-Antunesa, Eduardo Rodrigues-Pintoa,
edro  Pereiraa, Helena Baldaiab, Guilherme Macedoa
Gastroenterology  Department,  Centro  Hospitalar  de  São  João,  Porto,  Portugal
Pathology  Department,  Centro  Hospitalar  de  São  João,  Porto,  Portugal
eceived  17  February  2015;  accepted  24  March  2015
vailable  online  5  May  2015
E
s
h
t
a
d
o
(
a
ﬁ
a
g
p
(
s
t
w
t
1
rKEYWORDS
Carcinoma,  Hepatocelular;
Gastrointestinal  Hemorrhage
PALAVRAS-CHAVE
Carcinoma  Hepatocelular;
Hemorragia  Gastrointestinal
. Case report
he  authors  describe  a  63  year  old  male  patient  with
 previous  diagnosis  of  hereditary  hemochromatosis  (HH)
erformed  an  abdominal  computed  tomography  (CT)  that
onﬁrmed  2  liver  masses  compatible  with  hepatocellular
arcinoma  (HCC).  He  was  proposed  to  chemoemboliza-
ion  treatment  however  he  refused  it.  He  presented  in∗ Corresponding author.
E-mail address: rosacoelhoabrantes@hotmail.com (R. Coelho).
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tool  and  epigastric  pain,  the  laboratory  work-up  revealed
emoglobin  6.5  g/dL  with  MCV  of  72.3  ﬂ.  Esophagogas-
roduodenoscopy  was  performed  and  revealed  in  the
nterior  and  superior  bulb  wall,  protruding  into  the  duo-
enal  lumen,  a  dark  reddish  polypoid  lesion  with  30  mm
f  maximum  diameter  that  occluded  half  of  the  lumen
Fig.  1).
Biopsies  were  taken  as  it  was  not  actively  bleeding
t  the  time  of  endoscopy.  Histological  analysis  showed  a
brin  clot  with  hepatic  phenotype  cells  in  the  peripheral
rea.  These  cells  showed  cytological  atypia  and  were  disag-
regated  (Fig.  2A).  Immunohistochemical  studies  revealed
ositive  tumor  cells  staining  for  Heppar-1  (Fig.  2B),  HSP-70
Fig.  2C)  and  glutamine  synthetize  (Fig.  2D).  Immunostaining
howed  negative  results  for  CDX-2  and  glipican-3,  conﬁrming
he  diagnosis  of  locally  advanced  HCC.  Abdominopelvic  CT
as  performed  and  showed  multiple  liver  masses  located  in
he  left  hepatic  lobe,  with  the  conﬂuent  lesions  measuring
9.9  cm  of  maximum  diameter,  some  of  them  occupied  the
ight  lobe  (Fig.  3A).  It  was  also  possible  to  recognize  evi-
ence  of  local  invasion  of  the  ﬁrst  part  of  the  duodenum
Fig.  3B).  Supportive  treatment  was  given  and  the  patient
ied  of  hepatic  coma  three  weeks  after  the  episode  of  gas-
rointestinal  bleeding.
 by Elsevier España, S.L.U. This is an open access article under the
.0/).
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Figure  1  Endoscopy  of  the  upper  gastrointestinal  tract  showing  a  dark  reddish  polypoid  lesion  with  30  mm  of  maximum  diameter
that occluded  half  of  the  lumen  of  the  duodenum.
Figure  2  Histological  analysis  of  the  duodenal  lesion  revealed  a  ﬁbrin  clot  with  hepatic  phenotype  cells  with  cytological  atypia,
H&E 200×  (A).  Immunohistochemical  studies  revealed  positive  tumor  cells  staining  for  Heppar-1,  200×  (B),  HSP-70,  200×  (C)  and
glutamine synthetize,  200×  (D).
Figure  3  Abdominal  computed  tomography,  coronal  view,  showing  multiple  liver  masses  located  in  the  left  hepatic  lobe  with
he  ﬁr
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o19.9 cm  of  maximum  extension  (Fig.  3A).  The  local  invasion  of  t
in Fig.  3B  (axial  view).
2. Discussion
The  authors  describe  a  case  of  a  duodenal  invasion  due
to  an  HCC  with  upper  digestive  hemorrhage.  In  fact,  the
upper  gastrointestinal  bleeding  is  one  of  the  most  com-
mon  complications  in  patients  with  HCC.  Common  etiologies
include  peptic  ulcer  disease,  variceal  bleeding  due  to  por-
tal  hypertension  from  underlying  cirrhosis,  tumor  invasion
of  portal  vein  causing  thrombosis  and  portal  hypertensive
gastropathy.1--4 The  direct  invasion  of  tumor  to  gut  is  con-
sidered  a  rare  cause  among  patients  with  a  non-variceal
o
p
ost  part  of  the  duodenum  by  the  HCC  is  point  out  with  an  arrow
ource  of  upper  digestive  hemorrhage  with  an  estimated
ncidence  of  0.05--2%.5--7 The  authors  describe  a  63  year-
ld  male  patient  with  a  diagnosis  of  HCC  who  presented
ith  melenic  stool  and  epigastric  pain.  Esophagogastroduo-
enoscopy  revealed  in  the  anterior  and  superior  bulb  wall,  a
ark  reddish  polypoid  lesion  with  30  mm  that  occluded  half
f  the  lumen.  Histological  analysis  conﬁrmed  the  diagnosis
f  HCC  with  locally  advanced  disease.
Metastatic  spread  of  HCC  can  be  hematogenous,  lym-
hatic  or  by  direct  invasion  of  the  tumor  into  adjacent
rgans.4 In  our  case  the  abdominopelvic  CT  performed
1s
(
g
d
a
m
E
P
d
a
C
d
R
d
C
T
R
1
2
3
4
5
674  
howed  local  invasion  of  the  ﬁrst  part  of  the  duodenum
Fig.  3B  and  C)  making  the  direct  tumor  invasion  of  the
astrointestinal  tract  the  most  likely  process.  In  conclusion,
espite  being  a  rare  situation,  gastrointestinal  bleeding  in
dvanced  HCC  should  raise  suspicions  of  duodenal  involve-
ent.
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